1.

POLICY STATEMENT
1.1 East Cheshire NHS Trust are committed to supporting and enabling health and social care professionals to recognise and respond effectively to adults requiring advance care planning (ACP). This may include;  People living with life-limiting illness or frailty  People at or approaching the end of life  People who may choose to make plans for their future care and/or treatment 1.2 Effective use of ACP can support people to plan ahead where possible and therefore increases the likelihood that a person's preferences and wishes will be considered and where practical these will be met, even when they are no longer able to express them 1.3 This policy sets out the principles behind ACP which can be defined as: a voluntary process of discussion between an individual, their care providers and often those close to them, about their future care and wishes 1.4 Preferences for care may be expressed in the form of an Advance Statement of Wishes, an Advance Decision to Refuse Treatment (ADRT), or may be stated in the future by a person who has been given Lasting Power of Attorney (LPA) for Health & Welfare for a person who no longer has the capacity to express their wishes 1.5 Relevant aspects of the Mental Capacity Act (MCA) 2005 are also highlighted in this policy although health and social care professionals will be expected to have a good working knowledge of the MCA in order to effectively apply the principles of ACP
ORGANISATIONAL RESPONSIBILITIES
Manager Responsibilities
 Ensure employees are aware of the content of this policy and its implementation  Ensure ACP knowledge and skills are considered as part of annual appraisal 2.2 Employee Responsibilities  Be aware of and follow the principles of ACP set out within this policy when discussing future care with people involved in your care, as well as when documenting and communicating the outcomes of these discussions  Delegation to specialist colleague where appropriate  Seek legal advice where implicated  Access ACP training in accordance with minimum standards defined by East Cheshire NHS trust and in line with personal learning objectives/ongoing professional development.
Legal Department
 Provide support and guidance on relevant legislation and application of this policy
Page | 5 anxiety often at a time of uncertainty and change. In addition to this a recent significant diagnosis may cause subsequent anxiety and/or depression which could result in a hastily drafted document. This possibility should be considered by the Health or Social Care professional leading the discussion and explored with the patient where felt appropriate 4.6 The topic of ACP should be introduced to the person in a timely and sensitive way with opportunity given for the person to choose whether this is something that he/she would like to explore further. If so, the patient may find the following written information to be helpful: Website: NHS Choices Planning Ahead for End of Life Leaflet: Planning for your Future Care 4.7 Professionals should take account of the following factors that may influence attitudes to discussing ACP, and ensure that these factors do not act as a barrier to discussion:  Some people may be concerned about the burden of their illness on their family  The individual's gender, race, culture, sexual orientation, religion, beliefs and values  The individual's concerns about euthanasia  The professional's own beliefs and experience. It is important that these views do not influence the direction of the conversation with the individual 4.8 At an agreed time, the Health or Social Care professional should meet with the individual (and someone close to them if this is what he/she wants) to discuss their wishes for the future. Such discussions can become lengthy, so adequate time should be allowed. Discussions should not be rushed and often need to take place on more than one occasion (over days, weeks, months). In addition they cannot be completed as a simple checklist exercise.
4.9 The person should be assumed to have capacity to make decisions. If there is any doubt, then capacity to make a specific decision should be tested -see section 8.
4.10 It is important that the person has maximal opportunity to participate in the discussion and that any condition that affects communication, such as hearing loss, is accommodated for in order to facilitate this.
4.11 A step-by-step approach should be used which may be guided by the algorithm provided in Appendix C. Discussions should be characterised by honesty, respect, time, compassion and empathy. Once started the professional should look out for cues that the individual wishes to end the discussion as it should not be continued if it is causing excessive distress or anxiety 4.12 Clarity is essential -information should be explained in words that the person understands, and ambiguous terms used by the individual (for example 'heroics') clarified. It is essential that the person understands the decisions he/she is making, their consequences and the circumstances under which they would be activated. Any unrealistic expectations, and/or conditional factors that are likely to affect the achievement of their wishes should be explored sensitively 4.13 The person should be encouraged to discuss ACP with other relevant health care professionals. Although not a legal requirement, it is particularly important that ADRTs should be discussed with a doctor
Outcomes of ACP Discussions. 4.14 The initiation of an ACP conversation may lead to any of the following outcomes:
 The individual deciding that he/she does not want to pursue such a discussion at this time . The algorithm in Appendix C will assist in identifying which of these documents is most appropriate.
4.16
It may be that the individual does not want to document their wishes, but to nominate someone to make health care related decisions for them, should they in the future lose capacity to make these decisions for themselves. This would require them to register a Lasting Power of Attorney (LPA) document with the Office of Public Guardian -see section 7
4.17 The outcomes of ACP discussions should be recorded within the persons care records and permission should be sought to share this information with other professionals involved in their care. It is best practice to share details with those who have medical responsibility for the person i.e. the persons General Practitioner and/or Hospital Consultant.
4.18 Where applicable details of ACP conversations and documentation should be recorded electronically using the EPaCCS template 4.19 Where appropriate, the person should be informed that:  Documenting his/her wishes in an advance statement does not guarantee that their wishes will be respected, but a valid ADRT must be followed.  Health care providers are not obliged to provide medical care if it is inappropriate  ADRTs are not valid if an LPA covering the same treatment was appointed after the ADRT was made
4.20 The Person should be advised to keep their Advance Statement/ ADRT in a safe place at home and to notify others including family members about how it can be accessed. For those living in their own home it is advisable that documentation is kept at the front of any other care related notes that are kept within the home.
Review of ACP Documentation 4.21
The ACP discussion/documentation should usually be reviewed every 6 months. However, if the person's health status changes, there is a new diagnosis, or if there is a significant change in their circumstances, the documentation needs to be reviewed at that time. Keeping a circulation list with the patient's copy is recommended to ensure updates go to all relevant people.
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5.2
For those who do wish to document their views and priorities about future care, an Advance Statement of Wishes can be drawn up and subsequently be used to guide Health and Social Care professionals in the future. The template within Appendix A is recommended for use when a person wishes to make a generalised statement about what is important to them in relation to their future care. An Advance Statement of Wishes should not be used in instances where the person wants to refuse treatment-this would require an ADRT (see section 6).
5.3
An Advance Statement of Wishes is NOT legally binding. However information contained within it may be used to inform 'a best interest decision' should a person lose capacity
5.4
The master document should be kept by the person, and with their agreement, further copies filed prominently in medical and/or other care notes and shared with other relevant professionals involved in the persons care
Advance Decisions to Refuse Treatment
Definition and application of an ADRT 6.2 An ADRT is a written statement that legally allows a person to refuse specific treatment(s)
should they occur in a predefined potential future situation 6.3 The Mental Capacity Act 2005 sets out the requirements of an ADRT in order for it to be valid and applicable:  The ADRT must be in writing  The ADRT must be signed by the person or by another person in the person's presence and by the person's direction  The person's signature must be made or acknowledged in the presence of a witness  The witness must sign the ADRT in the person's presence  The ADRT must be dated 6.4 An ADRT can only be made by a person aged 18 years or above while they still have capacity, and only becomes active when they lose capacity.
6.5 An ADRT only applies to a refusal of treatment and cannot be used to request treatment and/or refuse basic care 6.6 An ADRT is invalid if:  The person withdrew the ADRT while they still had capacity  After making the ADRT, the person made a LPA, giving authority to an attorney to make treatment decisions that are the same as covered within the ADRT  The person has done something that clearly goes against the ADRT, suggesting that they have changed their mind.  The proposed treatment is not the treatment specified within the ADRT  The circumstances are different from those that have been set out in the ADRT  There are reasonable grounds to believe that there have been changes in circumstances which would have affected the decision of the person had he/she known about them at the time of making the ADRT Page | 10 
6.7
If the ADRT is not valid or applicable in the current circumstances, the professional must consider the ADRT as part of their assessment of the person's best interests (see section 8)
Making an ADRT 6.8 At the end of ACP discussions, a person may decide that he/she wants to refuse a specific treatment in which case they should be supported to make an ADRT. Although not legally necessary, it is good practice for a Doctor with medical responsibility for the patient to be consulted with in the process of making an ADRT 6.9 If there is any doubt about the mental capacity of the patient, the professional should make a formal assessment of capacity. If needed, a second opinion should be sought before proceeding with the ADRT. The professional should document that the patient has capacity when making the ADRT in their case notes 6.10 The professional must ensure that all potential scenarios that are relevant to the person's clinical condition are discussed, and that the person understands the consequences of the decisions he/she is making. It is important that the ADRT is specific about the medical care that a person wishes to refuse. This may require seeking support/input from other colleagues to ensure that this is achieved.
6.11 The healthcare professional should consider discussing the following interventions with the person, depending on their condition and likely mode of deterioration:
 Use of antibiotics (e.g. route of administration, escalation to use second-line antibiotics, place of administration -home/hospital etc.)  Use of artificial feeding -enteral (nasogastric or PEG), parenteral (TPN)  Use of artificial hydration -enteral (nasogastric or PEG), parenteral (intravenous, subcutaneous)  Use of cardiopulmonary resuscitation  Use of artificial ventilation -non-invasive, invasive  Use of dialysis  Use of blood products  Use of surgery  Use of urinary catheterisation 6.12 The person should be encouraged to discuss the ADRT with his/her doctor (both GP and specialist) before it is finalised 6.13 The document in Appendix B -an Advance Decision to Refuse Treatment -is recommended and should be completed by the person with assistance from the professional -it may be appropriate for the professional to draft an ADRT on behalf of the person after an initial discussion and then to finalise it on a subsequent meeting.
6.14 The ADRT should be signed, witnessed, dated and a review date set. It must clearly state the words 'even if my life is at risk' against all refusals
Page | 11 Communication of an ADRT 6.15 A copy of the document should be kept by the individual, and with their agreement, further copies filed prominently in their hospital and GP held medical notes 6.16 If the person has an EPaCCS record, reference to the ADRT should be made within this so that it is clearly evident that such a document exists and should be followed if the circumstances apply 6.17 When the ADRT is reviewed and/or amended, updated versions must be distributed to all relevant health care professionals. Keeping a circulation list with the patient's copy is recommended to ensure updates go to all relevant people.
7.
Lasting Power of Attorney for Health & Welfare 7.1 At the end of ACP discussions, a person may decide that they would like to make a Lasting Power of Attorney (LPA). This is a legal document that allows him/her to appoint someone as an 'attorney' to make decisions at a time in the future when he/she no longer has capacity. There are two types of LPA:  property and financial affairs, or  health and welfare 7.2 Holders of LPA for Property and Affairs have no authority to make health and welfare decisions, but should be consulted as part of the best interests determination 7.3 An LPA can only be made by someone who:  is over 18 years of age, and  has capacity 7.4 An LPA can only be used after it has been registered with the Office of Public Guardian. This process can take up to eight weeks 7.5 If a person indicates that he/she would like to make an LPA, he/she should be directed to the Office of Public Guardian enquiry line (0300 456 0300) or to the guidance notes available on line: (http://www.publicguardian.gov.uk/arrangements/lpa.htm). The document specifies who is appointed as the person's attorney and provides space for him/her to express any specific wishes to guide the attorney. Assessment of Capacity 8.1 Health and Social Care professionals should assume that an individual has capacity -the ability to make their own decisions. However, if he/she has an impairment or disturbance of the functioning of the mind/brain that may affect his/her ability to make a specific decision, capacity should be assessed. This is tested as followed:
1. Can they understand the information? 2. Can they retain the information? NB: This should only be for long enough to use and weigh up the decision. 3. Can they use or weigh up the information, including understanding the consequences of their decision? NB: They must be able to demonstrate that they are able to consider the benefits and burdens of the alternatives to the proposed treatment. 4. Can they communicate their decision?
8.2
Any assessment of capacity has to be made in relation to a particular treatment choice.
8.3
A person's capacity can vary over time, so professionals should identify the time and method most suitable for the individual to discuss treatment options. It may be necessary to call on an expert to make an assessment of the person's capacity if proving difficult to ascertain. In addition a person may have capacity for simpler decisions about their future care but not for more complex ACP decisions.
8.4
All assessments of a person's capacity should be documented in the persons clinical records along with details about the method by which the assessment was undertaken.
8.5
It is good practice, particularly in complex situations, for more than one professional to assess and determine a person's capacity. However, the final responsibility remains with the senior doctor caring for the patient.
8.6
If the person has capacity, he/she can make the relevant decision.
Making Care Decisions when a person lacks capacity
8.7 If the person does not have capacity, the professional should ascertain whether the individual has a valid ADRT or a health and welfare LPA that will guide the approach to treatment:
 If an ADRT is the most recent decision, check whether the current circumstances match those specified within the ADRT and that the ADRT is valid (see sections 6.2-6.7) If this is the case, the decisions within the ADRT should be followed.  If the appointment of a Health and Welfare LPA is the most recent decision, check that the LPA has been registered with the Office of Public Guardian, and that it includes the authority to decide on serious medical conditions, fully inform the LPA of the clinical facts and ask the LPA for their decision. NB: the 'best interests' framework still applies (see section 8)
If there is no ADRT or LPA, the patient does not have capacity and the person does have someone who can be consulted about their best interests, a decision-maker should be appointed. A decision-maker is the person who has the responsibility to decide what is in the best interests of the person who lacks capacity. For most day-to-day decisions, the decisionmaker will be the care provider most directly involved with the person at that time. Where the decision involves the provision of medical treatment, the doctor or other health care professional responsible for carrying out the procedure/treatment is the decision-maker. In many cases, including decisions about end-of-life care, consultation with all the health and Page | 13 The views of whoever is important to the individual engaged in caring for them or interested in their welfare should also be considered.
8.11
A decision-maker should make a best interests decision by:  Encouraging participation of the individual concerned  Identifying all relevant circumstances  Finding out views that the person may have expressed verbally or within an Advance Statement of Wishes /ADRT made when the person had capacity  Consulting others (within the limits of confidentiality) -family/friends/carers etc  Avoiding discrimination or making assumptions about the person's quality of life  Assessing whether the person might regain capacity  Avoiding restricting the person's rights  Ensuring that, if the decision is about life-sustaining treatment, a decision is not motivated by a desire to bring about the person's death.
Independent Mental Capacity Advocate (IMCA)
8.12 An Independent Mental Capacity Advocate (IMCA) is appointed to represent a person who lacks capacity and has no-one else to represent them, at a time when important decisions about medical treatment, change of accommodation, care reviews or adult protection procedures are being made.
8.13 When a decision is being made for a person who lacks capacity, Health and Social Care professionals should consult with the family and friends of the person to see whether there is anyone who is prepared to be consulted about the decision to be made. If it is not possible, practical or appropriate to consult someone known to the person, an IMCA should be instructed.
8.14 For those who are receiving care at East Cheshire NHS trust an IMCA can be instructed by contacting the Cheshire Advocacy Hub. For contact detail see Appendix D. 
